BACKGROUND/OBJECTIVE: Information on weight loss is used in screening and assessment tools. It is essential that the data are correct. Anamnestic data of weight changes were compared with records for hospitalized patients and outpatients. SUBJECTS/METHODS: For hospitalized patients, anamnestic and recorded weight data were obtained. For outpatients, data of weight changes since last visit were obtained. RESULTS: Of 34 hospitalized patients, 21 stated change of weight (15 lost, 6 gained). Weight loss in 9 and weight gain in 12 patients were recorded. Ten patients stated no change of weight. Weight loss in 4 and weight gain in 3 patients were recorded. Of 15 patients who stated weight loss, it was correct for 9 patients. Six of 21 patients stated weight changes opposite the records. Of 43 patients, 14 stated weight changes before admission; only 9 could indicate the time span. Ten patients stated 'Do not know' to the question of weight changes. For 156 outpatients, 86 stated change of weight (39 lost, 47 gained). Weight loss in 42 and weight gain in 47 patients were recorded. Fifty-eight patients stated no change of weight. Weight loss in 26 and weight gain in 29 patients were recorded. Of 38 patients who stated weight loss, it was correct for 31. Seventeen of 85 patients stated weight changes opposite the records. CONCLUSIONS: Recollection of weight changes is poor for a large percentage of patients. In patients who stated weight loss it was only correct for 75%, and for patients who stated unchanged weight 25% have lost more than 1 kg. Thus, incorrect weight loss data can cause over-and underestimation of nutritional risk.
INTRODUCTION
In recent years, screening and assessment tools have been accepted as part of hospital practice for identifying patients in nutritional risk, who would benefit from intervention. The ESPEN guidelines recommend the use of MUST, MNA or NRS 2002. 1 In these tools, as well as in other tools commonly used, information of weight loss is an essential part. The value of any tool depends heavily on the accuracy of the included data. For all the three tools, even minor differences in the obtained data on weight changes would lead to patients being placed in wrong nutritional risk categories. Validation of the accuracy of the anamnestic information given by patients on weight data has, to our knowledge, not been performed. Marton et al. 2 noticed that patients referred and followed up for weight loss often have stable weights in contrast to what they state.
To test patients' recollection of weight changes, we undertook a study of short-and long-term memory in hospitalized patients and outpatients, respectively.
PATIENTS AND METHODS
Hospitalized patients in the medical and surgical gastroenterological wards of our county hospital entered the study, if they were weighed at both admission and discharge. They were randomly selected by nursing staff not influenced by cause of disease, surgery, or known or acquired malnutrition. They were asked at discharge whether they thought their weight had changed during hospital stay and whether they remembered their weight at the time of admission. Second, whether they remembered any weight changes up to the time of admission.
Outpatients in our gastroenterology, endocrinology and infections clinics, who had a weight recorded at their previous visit, entered the study and were weighed again. They were asked whether they think their weight had changed since last visit and whether they remembered their weight at last visit.
In both groups, the same scales were used for individual patients.
RESULTS
Thirty-four hospitalized patients had a median length of stay of 6.5 days (1-46). Twenty-one stated change of weight (15 lost, 6 gained). Weight loss in 9 and weight gain in 12 patients were recorded ( À 38.9 to þ 7.2 kg). Ten patients stated no change of weight. Weight loss in 4 and weight gain in 3 patients were recorded ( À 3.4 to þ 1.1 kg). For the 15 patients who stated weight loss, it was correct for 9 ( Table 1 ). Six of the 21 patients stated weight changes that were opposite to the recorded data; of these, weight for 5 patients differed by more than 1 kg. In a larger group of 43 patients, 14 stated weight changes before admission: 10 had lost and 4 had gained weight ( À 15.0 to þ 15 kg); only 9 could indicate when the weight change started. Ten patients stated 'Do not know' to the question of weight changes (Table 2) . One hundred and fifty-six outpatients had median of 7 months' interval (1-15) between visits. Eighty-six patients stated change of weight since last visit (39 lost, 47 gained). Weight loss in 42 and weight gain in 47 patients were recorded ( À 12.9 to þ 12.1 kg).
Fifty-eight patients stated no change of weight. Weight loss in 26 and weight gain in 29 patients were recorded ( À 2.3 to þ 3.8 kg). For the 39 patients who stated weight loss, it was correct for 31 (Table 3) . Seventeen of 85 patients stated weight changes that were opposite to the recorded data; of these, weight of 15 patients differed by more than 1 kg. Differences between remembered and recorded weights at last visit were À 13.9 to þ 5.8 kg.
For the combined group of 190 patients, 107 stated change of weight (54 lost, 53 gained). Weight loss in 50 and weight gain in 56 patients were recorded (Table 4) . Twenty-four percent of the patients who stated weight loss had gained weight (Figure 1) and 19% of the patients who stated weight gain had lost weight (Figure 2) . For the 15 patients who stated more than 5% weight loss, it was only correct for 8. Two patients had actually gained weight.
DISCUSSION
The results of any diagnostic tool depend heavily on the validity of the entered data. Anamnestic data acquired from patients are used in all diagnostic processes. To the surprise of the authors, it has been difficult to find references related to accuracy of anamnestic data used in clinical nutrition. Existing validation has concentrated on relation to outcome only, but not on validity of the data obtained.
In the present study we found that the patients' recollection of weight changes is poor. For patients who states weight loss, it was only correct for 75% and information on size of weight loss is imprecise. Twenty-five percent of patients who stated unchanged weight have lost more than 1 kg. A substantial part of patients who state weight loss have actually gained weight and vice versa. The difference between stated and recorded weights may, for many patients, not be large, but even for those with more than 5% who stated weight loss it is only correct for half of the group. In the recommended screening and assessment tools, precise values for the number of months that weight loss has developed up to the admission to hospital are the key data. Of those who stated weight changes, only 9 out of 14 patients had an idea of the time span.
It can, thus, be concluded that the recommended screening tools might over-and underestimate nutritional risk and place patients in wrong risk categories. No tool, involving anamnestic data obtained from interviewing patients, can be better than the data obtained. There is no reason to believe that anamnestic data on food consumption, which is also part of the tools, are any better.
The present recommended tools are the results of many years of clinical trials, and it is not realistic to hope for more than minor modifications in the future. Thus, it is essential to be aware of the fallacies involved and combine the results with sound clinical judgement. Earlier studies have confirmed that good clinical assessment (Subjective Global Assessment) is at least as good as complicated indices but has the same limitations, as it also includes patients anamnestic data. 3, 4 
